Degenerative acromioclavicular (AC) joint pathology is common in middle-aged and elderly patients, and there have been good reported results after excision of the distal clavicle either as an open or arthroscopic procedure. There is a small population of young patients, however, who present, often after injury, with AC jointYrelated pain but with normal imaging and no evidence of instability. This population of patients poses a difficult management problem as excision of the distal clavicle is difficult to justify at such a young age and can potentially lead to symptoms from increased anteroposterior instability.
S
houlder pain related to acromioclavicular (AC) joint pathology is common. It is principally a clinical diagnosis often with tenderness over the AC joint and positive special tests, such as the O'Brien test. 1 The radiographs commonly show changes in the AC joint such as distal clavicular osteolysis or arthritis, but with a radiograph that does not show abnormalities, magnetic resonance imaging may reveal a pathology such as edema of the distal clavicle. 2 The authors have regularly seen a less common group of patients who are young, who present clinical features suggesting AC joint pathology, but with normal imaging and clinically no evidence of any AC joint instability. It is assumed that the symptoms are predominantly related to damage to the meniscus or early chondral damage insufficient to cause changes on imaging. Distal clavicle excision in this group would be too aggressive, and as an alternative in this group of patients, we have debrided the joint in an attempt to improve the symptoms.
| SURGICAL TECHNIQUE
Under general anaesthetic, the patient is placed in the lateral decubitus position and secured using a suction mattress (Olympic Vac-Pac, Seattle, Wash). The arm is placed in a traction system (Kaltec, Adelaide, Australia), and 15 lb of longitudinal traction is applied. The shoulder and arm of the affected limb are prepped and draped. As an initial step, a glenohumeral joint arthroscopy is routinely performed using the standard 4-mm arthroscope via a posterior portal. The subacromial space is then inspected using the same portal. Any pathology found in either area is treated at that stage in the appropriate manner.
The AC joint is then initially approached by a posterior portal using a 2.8-mm arthroscope (Dionics; Smith and Nephew Inc, Andover, Mass) (Fig. 1) . The exact position of the AC joint is initially determined by placing a needle from a superior direction into the AC joint. The position of the posterior portal is then determined by a second, long, spinal needle. This is passed from posterior to anterior attempting to traverse the center of the AC joint. The posterior portal is then made with a small stab incision. The trocar and cannula are then advanced through this posterior portal transversely across the AC joint, and the anterior portal is established using a second stab incision over the tip of the emerging trocar and cannula (Fig. 2) . The trocar is removed, and the arthroscope is partially inserted into the cannula. Debridement is undertaken using a 2.9-mm shaver (Dionics EP-1; Smith and Nephew Inc) with a full-radius miniblade. The shaver tip is placed in the end of the cannula and advanced into the center of the AC joint by gradually withdrawing the cannula and advancing the shaver. If there is difficulty determining when the shaver is within the joint, then as the AC joint is approached, the further advance of the shaver can be directly visualized from the arthroscope, until it is seen that it is within the joint (Fig. 3) .
Once within the joint, the pathology is identified and documented. Any meniscal tearing is debrided, and the chondral surface is smoothed if necessary. If there is a complete tear in the meniscus, as is commonly present (Fig. 4) , then both sides of the meniscus are readily viewed and debrided. The meniscus is debrided back to stable, healthy-appearing tissue. If the meniscus is intact, then following debridement of the first compartment, an attempt to view the other side is made by reinserting the trocar. The larger portals are closed with 3-0 nylon and the stab portals with Steri-Strips.
No sling is used. Postoperatively, the patients are allowed to mobilize freely and encouraged to attain a full range of shoulder motion as quickly as pain allows. Patients are discharged either on the day of, or day after, surgery. All are followed up at 10 days with removal of the sutures and institution of an exercise program.
| RESULTS
Clinical results of this procedure were obtained in 14 patients (12 males and 2 females) with an average age of 28 years (range, 18Y39 years). All were younger than 40 years and had symptoms clinically related to the AC joint, in particular a positive O'Brien test 1 which temporarily became negative, with good relief of pain, in response to an injection of local anaesthetic into the AC joint. There was no clinical evidence of AC joint instability, and all had radiographs and MRI scans that did not show abnormalities. In 6 patients, the dominant arm was affected. Seven patients reported an episode of trauma before the symptoms, and in the other 7, pain developed without obvious cause. In each patient, the pain was felt in the region of the AC joint. Ten patients complained of clicking, and in 9 of these, the clicking was painful. Nine patients had tenderness over the AC joint; 8 had pain on elevation. All patients, before the surgery, had at least 1 cortisone injection into the AC joint with no significant lasting improvement in symptoms.
The AC joint arthroscopy demonstrated meniscal degeneration in all 14 patients. Chondral loss of the articular surfaces was present over 6 clavicular and 2 acromial surfaces. In one of the patients with an intact meniscus, it was only possible to view the clavicular side of the joint.
Glenohumeral joint and subacromial arthroscopy were performed in each case. In all cases, there was some concomitant pathology within the glenohumeral joint or subacromial space. Anterior inferior labral pathology was present in 3 cases, posterior inferior labral pathology in 3 cases, and internal impingement in 2 cases. Subacromial soft-tissue impingement was present in 2 cases and bursal adhesions in 4 cases. The glenohumeral joint pathology and subacromial impingement were managed only with soft-tissue debridement and no labral repair or bony excision.
Average follow-up time was 12.5 months (range, 7Y29 months). Postoperatively, 11 patients reported that their pain had satisfactorily improved, and 3 reported that it was the same. Postoperatively, however, all patients had a negative O'Brien test, and it was felt that the symptoms in the 3 patients still with pain may have been arising from a pathology other than the AC joint. Clicking had improved in 6 patients, was the same in 6 patients, and deteriorated in 2 patients. There were no new radiographs taken at follow-up.
| DISCUSSION
The AC joint is a hyaline diarthrodial joint containing a fibrocartilaginous disk which is incomplete in more than 90% of the population, 3 deteriorates rapidly with age, and is prone to damage through injury. The superior and inferior AC ligaments act as secondary stabilizers providing anteroposterior stability. 4 Degenerative disease of the AC joint is common in the older population and is often present concomitantly with glenohumeral joint pathology. 5 The standard treatment for AC joint pathology is excision of the distal clavicle. This was originally described as an open procedure, but more recently, arthroscopic excision has been described either through the subacromial space or within the joint capsule, with recent articles suggesting that the intracapsular excision may give the best result. 6Y8 However, excision of the distal clavicle by any technique has been shown to result in AC joint instability. 9, 10 Therefore, in the younger population with AC jointYrelated symptoms and signs but with normal imaging, excision of the distal clavicle is difficult to justify. Direct debridement of the intraarticular structures with maintenance of the ligaments and no removal of bone is an alternative. This is a straightforward procedure with rapid recovery and does not lead to instability-related symptoms postoperatively.
Access and visualization of the joint are relatively simple, and if a meniscal tear is present, which is commonly the case, then both sides of the meniscus and chondral surfaces on both the acromion and clavicle are readily visualized. If the meniscus is intact, it is often possible to separately visualize both sides of the meniscus; however, in 1 case, it was possible to visualize only 1 side of the meniscus, with the impression that the meniscus was firmly adherent to the other side with no cleavage gap. Avoiding bony excision significantly reduces the risk of postoperative heterotrophic bone formation, or arthrodesis, as has been described following arthroscopic AC joint excision. 11, 12 Young patients presenting with AC joint pain after injury may, have subtle coexisting ligamentous and capsular damage as well as the possibility of meniscal disk injury. Excision of the distal end of the clavicle, either by an open or arthroscopic approach, risks creating increased postoperative instability, 13 which should not occur with this technique of arthroscopic debridement.
In conclusion, arthroscopic debridement of the AC joint can produce a favorable result in this difficult group of young patients presenting with isolated AC jointYrelated pain but with normal imaging. Our results show that resolution of pain with the O'Brien test can be expected, and the majority (11/14) of patients report satisfactory improvement of pain. As the joint was degenerative at the time of surgery, further deterioration over time would be expected in many cases, with in some progression to osteoarthritis. The described procedure does not compromise the surgical field for patients with persistent or later symptoms arising from the AC joint, for whom excision of the distal clavicle as a second later procedure may be indicated.
